DISCUSSION.
Mr. MOLLISON: It is extraorcihnary how rapidly these people recover after removal of a. foreign body. In the first year of the war a man was sent to me because he was an offence to his companions, owing to a foetid smell coming from his nose. I extracted from it a foreign body which had been there fifteen years, and two days later I heard that the smell had quite gone.
Dr. JOBSON HORNE: In the days before rhinology received the attention it does now, little or no nasal inspection being carried out, it was taught that discharges and bad smells from the nose were to be regarded generally as syphilitic and were treated accordingly. Some few years ago such a case came under my care. The cause of the discharge and foetor was a rhinolith, the nucleus of the rhinolith was cotton-wool, left in the nose thirty years previously. The case under discussion, therefore, cannot be regarded as a record in reference to the length of time a foreign body had stayed in the nose. In reference to a foreign body not undergoing any change or decomposition after a long sojourn in the nose, I can call to mind a bean taken from a boy's nose; the bean had not only retained its normal appearance but had commenced to sprout.
Dr. H. J. BANKS-DAVIS: I have shown a case here in which a grain of Indian corn was retained in the nose and expelled after fourteen years. No disintegration had occurred. I agree with Mr. Worthington than this fact is worthy of note.
Mr. WORTHINGTON (in reply): The condition of the foreign body was astonishing.. One would have expected it to have been disintegrated by now. The fact that it is not is a great tribute to the antiseptic power of the' nasal secretions.
Bilateral Ankylosis of the Vocal Cords; Case for Diagnosis.
THE patient, an old soldier, aged 53, consulted me on Monday, February 24, complaining of hoarseness, cough, difficulty in swallowing, and inability to sleep? of not more than seven weeks' duration. There is an old history of specific disease and rheumatism, brtt he is otherwise healthy.
Examination shows complete fixation of both vocal cords, nearer the middle line than the cadaveric position, with a swelling or Section of Laryngology cedema of both aryttenoids, but owing to a considerable amount of mucus in the throat it is difficult to get a good view. There are no enlarged glands, no symptoms of aneurysm, and as far as can be diagnosed no mediastinal growth. The patient considers the disease was caused by gas at the front.
An X-ray photograph gives no information.. The exhibitor considers that tracheotomy is necessary, and afterwards potassium iodide and mercury administered in increasing doses.
Postscript.-Since the notes were published in the Agenda Dr. Ironside Bru6e haas taken a screen of this patient, and reports that " there is an increased opacity of the posterior mediastinum at the level of the aortic arch. Food impacts at this level and suggests a definite obstruction, the nature of which is not definitely indicated . . probably a growth."
Dr. W. HILL: I gather that Dr. Wylie does not intend to stick to the title he has put down; probably he means ankylosis of the crico-arytwnoid joint.
Mr. WHALE: I thought those cords were movable. Dr. Wylie says the patient considers the disease is due to gas at the Front. I saw many cases of gassed troops after the Somme fighting, in France, as many as sixty in a week, and there was nothing in them to suggest that there was a. deep lesion of the crico-aryt8enoid joint: the ulceration was superficial. I made several examinations of each case. The injury caused by the gas tended to be .limited to the posterior part of the larynx and the posterior pharyngeal wall. -I thought this distribution of the lesions must have relation to the usual dorsal decubitus posture.
Dr. PERRY GOLDSMITH: It is important to note that this man is losing weight, and that his-laryngo-pharynx is full of mucus. Taken together with the remarks in the notes, this points to it being malignant disease of the cesophagus. The use of the cesophagoscope would be very helpful in definitely clearing up the diagnosis.
Mr. J. F. O'MALLEY: Did Dr. Wylie use the cesophagoscope, because there is, I believe, an epitheliomatous growth near the cricoid, and I think the spread of it is fixing the arytanoid. The mucus and the patient's wasting are confirmatory of that view.
Mr. MOLLISON: This patient has no tendo-Achillis jerk, and I think that fact, plus the bilateral lesion, is suggestive that it is syphilitic. It is most unusual in cases of hypopharyngeal epithelioma to find fixation of both cords.
Dr. H. J. BANKS-DAVIS: I thought the case was one of cesophageal carcinoma implicating both recurrent laryngeal nerves, hence the double abductor paralysis: this is not uncommon, and double abductor paralysis when no obvious signs are present should always suggest the possibility of an aoophageal growth before dysphagia is marked. This patient has the increased salivation and mucus in the pharynx, which is always suggestive of this condition as a cause of double paralysis. Sir STCLAIR THOMSON: Dr. Wylie showed me a skiagram indicating stenosis in the cricoid region, and that would confirm the view which has been expressed: malignant disease of the tetro-cricoid region, imnplicating the recurrent laryngeal nerve.
Dr. WYLIE (in reply): The notes were written in a hurry: I only saw the case for the first time last week. A skiagram was taken, but it showed nothing definite. I sent him yesterday to Dr. Ironside Bruce, and on the screen he states that food became impacted at the level of the aorta, and drew a diagram of the position. Therefore, in my opinion, the case is one of malignant growth of the cesophagus. I cannot see in any literature a case in which malignant disease, even of the cesophagus, affected both vocal cords.
Sarcoma of the Nose; Modified External Operation
(Moure's Lateral Rhinotomy).
By ANDREW WYLIE, M.D.
PATIENT, a male, aged 43, has attended my clinic at the Central London Ear, Nose and Throat Hospital for several years, suffering from sarcoma of the ethmoidal region of the nose, which waa removed several times with forceps and curette.
In November, 1918, after a prolonged absence, he came to the hospital with the left eye somewhat bulging, the left cheek inflamed, and the nose swollen and red on the left side. The swelling in the left nostril was like an abscess. I admitted him as an. in-patient, and a deep incision was made from the inner canthus of the eye down to the alk of the nostril, and a horizontal incision along the infra-orbital ridge. This triangular piece of skin and cellular tissue were dissected from the bone, and a good view obtained of the growth. A large quantity of sarcomatous tissue and carious bone were removed, the piece of skin stitched back into place, and a large tube put in the nose. The result is satisfactory so far.
